
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www. dail. vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

January 18, 2012

Ms. Judith Chick, Administrator
Historic Homes Of Runnemede-Stoughton House
40 Maxwell Perkins Lane
Windsor, VT 05089

Dear Ms. Chick:

Provider #: 0161

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 1, 2011. Please post this document in a prominent place in your facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne
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R100 Initial Comments:

An unannounced onsite re-licensure survey was
conducted by the Division of Licensing and
Protection on 11/30/11 and 12/1/11. Findings
include:

R100

R128 V. RESIDENT CARE AND HOME SERVICES R128
SS=D

5.5 General Care

5.5.c Each resident's medication, treatment, and
dietary services shall be consistent with the
physician's orders.

DiviSionOfLicen~ ~

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

I This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the home
failed to assure that medication and / or dietary
services for 2 applicable residents were
consistent with the most current physician signed
orders (Resident #2 and Resident #4). Findings
include:

1. Per record review on 12/1/11, Resident #2
returned to the home on 6/22/11 following a
period of rehabilitation greater than 1 month at an
outside facility. The Resident's transfer orders
from the rehabilitation facility did not include
medical orders as documented in progress notes.
Physician orders for medications and care were
requested by nursing that day via fax from the
resident's primary care physician (PCP). The next
nursing note on 6/28/11 stated that the home had
not yet received PCP orders. Review of the
Medication Administration Records (MARs) and
physician orders / telephone orders, there were
no current orders for this resident. The pharmacy
was contacted and also had no signed orders or

STATE FORM 6899 OUTG11

TITLE

111) t'1/&fra/dL

(X6) DATE

/:1 .ll IJ
If continuation sheet 1 of 7



Division of Licensin and Protection

PRINTED: 12/07/2011
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0161

(X2) MULTIPLE CONSTRUCTION

A, BUILDING
B, WING _

(X3) DATE SURVEY
COMPLETED

12/01/2011
NAME OF PROVIDER OR SUPPLIER

HISTORIC HOMES OF RUNNEMEDE.STOUGHl

STREET ADDRESS, CITY. STATE, ZIP CODE

40 MAXWELL PERKINS LANE
WINDSOR, VT 05089

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

5.9.c (2)

R145 V. RESIDENT CARE AND HOME SERVICES R145
SS=D

Oversee development of a written plan of care for
each resident that is based on abilities and needs
as identified in the resident assessment. A plan
ofcare must describe the care and services '
necessary to assist the resident to maintain
independence and well-being;

If continuation sheet 2 of 7OUTG116899

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review, the
RN (Registered Nurse) failed to develop a
comprehensive plan of care based on assessed
needs for 3 of 5 applic~ble residents in the survey
sample (Resident #1, Resident #2, and Resident
#4), Findings include:

2. Per record review on 12/1/11, Resident #4 had
a physician order for a 200 mg (milligram) / day
low cholesterol diet dated 9/27/11, received at the
residents' admission. The record indicated that
the resident should have a low cholesterol diet,
but did not include the specific guideline of '200
mg / day'. There was no evidence that this order
had been reviewed and changed. During
interview that morning, the RN confirmed that the
original order for this resident's diet included a
200 mg cholesterol limit and that the resident was
not receiving this specific diet.

R128 Continued From page 1 R128

prescriptions for this resident. During interview
that morning, the RN (Registered Nurse)
confirmed that this resident had no physician
signed readmission orders from 6/22/11 to the
present.

Division of Licensing and Protection
STATE FORM
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R145 Continued From page 2 R145

1. Per record review on 11/30/11 and 12/1/11,
Resident #1 receives Hospice services. Multiple
Hospice care issues were identified, such as
pain, anticipatory grieving, and symptom control,
but there were no specific interventions clarified
in the record for the home's staff to implement in
the absence of Hospice staff. Per observation on
11/30/11, Resident #1 was observed with an
unsteady gait just before the evening meal and
nearly tripped on a medical appliance worn by the
resident. The nurse present immediately
intervened to prevent a fall. Upon further record
review, neither the current plan of care developed
by the home's RN nor the Hospice plan of care
identified specific instruction to guide staff in
enabling the resident to maintain maximum
ambulatory functioning during periods of
increased fatigue / weakness. During interview on
12/1/11, the RN confirmed that the plan of care
for Resident #1 did not reflect all current needs
with potential staff interventions to maintain
independence and safety.

Division of Licensing and Protection
STATE FORM

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2. Per record review on 11/30/11, Resident #2
had fallen and sustained fractures as a result
during late spring / early summer 2011. The
resident returned to the home following medical
management of the fractures arid experienced a
second fall on 8/25/11 with no known injury. Per
the home's policy, "if the resident is identified as
'high risk'. by score or has a history of falls, an
individualized plan of interventions will be
developed on the care plan to reduce the risk of
falls". There was no fall risk plan of care
developed for this resident. During interview at
3:00 PM on 11/30/11, the Director of Nursing
confirmed that a plan of care with specific fall
interventions had not been developed for
Resident #2.
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R145 Continued From page 3 R145 ~ ,.eAN"t:! ,.~' #4-10
3. Per record review on 12/1/11, Resident #4 A,[n (Jd ,jU'iJ-"f -ttlP4Q'''~
(with Nursing Home level care needs) was ••~~" dn/1f IJAi A4U
identified as an elopement risk following a recent p/AI CAiti. RAP' ~f (/ )
incident when the resident left the home to go to Ur /M t}l1tf ar/'t e!;/t '(; 'M
an establishment selling alcohol. The plan of care IJrtlbi.does not include mention of elopement risk or any .~D" ~./,;,r-.£~aAstaff instruction regarding this possibility. The
resident is also legally blind. There is no l'J'h~IJ~L,~ A~" (1"-
indication on the plan of care of this condition or 'nI.I.temu,e. MAaP,in4 -AI A~
of interventions staff might employ to assure /ltJueMuI iii III~ C.u ~ "
safety. During interview that morning, the DON 'U-h'l1.. -confirmed that the care plan did not address the W/,w 10,'// #~ 1'16JU~residents visual status and elopement risk.

-., p1U~ ,/~,. .•
R171 V. RESIDENT CARE AND HOME SERVICES R171 ~ev/uJ ." ¥~ aAll1
ss=c ~ -ftJr ~ /NI/JIYrD/U.

5.10 Medication Management ,(./7/
1.1JtJK ant/'=Z tJ#d-d.nt.illlf #it

5.10.g Homes must establish procedures for ..of A';'# fi 't Alf/l~; ,41ndocumentation sufficient to indicate to the ~,~ ~m-v-l /~/, / .t.1J11.physician, registered nurse, certified manager or
representatives of the licensing agency that the 9"dati /Mf~ ~ ,de /~C
medication regimen as ordered is appropriate

~ I'JYd,W/Od tt~~c~~~and effective. At a minimum, this shall include:
.ftMM~! -# AMIfA,( 4// rJf,.III.'

(1) DOQumentationthat medication:s were 41;nJeeU.,4 ar.e Me~1 tV/-
administered as ordered;"

-/Tnu 7' 'h1Jll/lIry.(2) All instances of refusal of medications,
inCluding the reason why and the actions taken by 'IJ Iid/JUMlI-tIVfri/-t 1fUtU}4.p,.
the home;

/// /'''V,~ 4-M:.t .udJ A'Ud'(3) All PRN medications administered, including

'''':J,,1': AidU'I ~r r~'the date, time, reason for giving the medication,
and the effect;

AI;n .(4) A current list of who is administering
medications to residents, including staff to whom
a nurse has delegated administration; and
(5) For residents receiving psychoactive
medications, a record of monitoring for side

/,I effects.
Division of Licensing and Protection
STATE FORM 6699 .OUTG11 If continuation sheet 4 of 7
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R171 Continued From page 4

(6) All incidents of medication errors.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home.
failed to maintain a current list of non licensed
staff deemed competent to administer
medication. Findings include:

R171

1. Per record review on 11/30/11, there was an
unsigned, undated signature page maintained by
the Director of Nursing (DON) used by the DON
to identify staff administering medications. There
was no indication on this signature page that the
DON had approved each person identified on the
signature list. During interview that afternoon, the
DON confirmed that the list contained at least one
former employee, contained employees from a
licensed sister facility, and that the list was not
signed / dated by the DON affirming that
delegation to provide medication administration
assistance had been authorized to this list of
persons.

R200 V. RESIDENT CARE AND HOME SERVICES R200
SS=D

5.15 Policies and Procedures

Each home must have written policies and
procedlJres that govern all services provided by
the home. A copy shall be available at the home
for review upon request.

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview and record
review, the home failed to develop written policies
and procedures regarding catheter care. Findings
include:

Division of Licensing and Protection
STATE FORM 6899
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R200 Continued From page 5 R200

1. Per initial interview, later confirmed through
observation on 11/30/11, Resident #1 had an
indwelling catheter. Pene ord review on 12/1/11,
there was no policy and pr cedure regarding
catheter care to direct sta in the care of this
appliance. During intervie that day, the Director
of Nursing confirmed that here is no policy and
procedure to direct staff in catheter care and
maintenance.

If continuation sheet 6 of 7OUTG11

R266

6S99

I
9.1 Environment I
9.1.a The home must proyide and maintain a
safe, functional, sanitary, omelike and
comfortable environment.

1: Per observation dWing nitial tovr on 11/30(11,
a storage closet on the 2ri floor between
resident rooms contained artially filled 2.5 gallon
containers of degreaser, Ii, uid chemical cleanser,
window / glass cleaner an carpet cleaner. A 2nd
floor bathroom contained partially full quart
sized bottle of liquid smok and odor eliminator.
These observations were onfirmed at the time of
the tour by the RN (Regist red Nurse}who also
confirmed that some resid nts living in this area
have some confusion issu s.

This REQUIREMENT is n t met as evidenced
by:
Based on observation and interview, the home

I failed to assure that poten~ially hazardous
chemicals were safely stor d. Findings include:

R266 IX. PHYSICAL PLANT
SS=D

2. Per observation on 12/ /11, an unattended
cleaning cart was observe outside 2nd floor

Division of Licensing and Protection
STATE FORM
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R266 Continued From page 6 R266

resident rooms with items such as toilet bowl
cleanser, window cleaner, degreaser, deodorizer,
and Clorox cleanser with bleach. During interview
at 8:23 AM, the staff person using these cleaners
confirmed that slhe had left them in the hallway
and had gone around the corner to another area
of the second floor for a short time.

R\d-<t\ R\\\-S) {L\11} R;U:PJ+~IR
PoL'S cl~' \\-o\\?-
~dJ:\~\~~
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